We analyze 20 cases of ruptured vertebral artery dissecting aneurysms and discuss the best choices for the surgical procedure.
Introduction
The surgical strategy for treating ruptured vertebral artery dissecting aneurysms remains a matter of controversy.1,2,4,6-10,12,13) The purpose of the present report is to analyze our 20 cases and to discuss the best surgical procedure for it.
Materials and Methods
The subjects were 20 patients, 15 males and five females, varying in age from 34 to 62 years old. We assessed the Hunt and Kosnik grade, site of the aneurysm, whether rebleeding occurred or not, timing of the operation, the surgical procedure, and the 6-month follow-up outcome.
Results Table 1 shows the clinical grades on admission and just before the operation. There are large changes in grade between two points because many patients were operated on in the chronic stage than in the acute stage. Rebleeding before surgery occurred in six cases (rebleeding rate 30%), four out of six cases Table 1 Clinical grade on admission and just before the operation rebled within 24 hours after the initial bleeding and all six cases within 6 days. The aneurysm was on the right side in 13 cases and the left side in seven. It was on the non-dominant side in 11 cases, on the dominant side in eight, and there was no dominance in one case. The site of the aneurysm was distal to the origin of the posterior inferior cerebellar artery (PICA) in 17 cases and proximal to it in two cases, and the aneurysm extended for almost the entire length of the intracranial vertebral artery in the remaining case.
The operation was performed within 3 days after the initial bleeding in two cases, within 4 to 7 days in All patients treated by trapping or coating had a good outcome. There was no rebleeding when we performed coating alone. Transient palsy of the lower cranial nerves was seen in five cases.
Discussion
The natural history of ruptured vertebral artery dissecting aneurysms cannot be precisely described at present.3,5,9,11,13) However, according to the literature,1,3,4,9,11,13) the rebleeding rate is high, 18% to 67%, and most rebleedings occur in the acute stage, especially within 24 hours after the initial bleeding. The timing of rebleeding is not different from that in intracranial saccular aneurysms, and the outcome of these patients is also usually poor. Accordingly, it is better to operate in the acute stage. However, perfect treatment for dissecting aneurysms is difficult.1,6,8-10,13) Dissecting aneurysms are generally unclippable.
Proximal clipping has been commonly accepted as the first choice of therapy.10,13) Actually, proximal clipping can be performed when the size of the opposite vertebral artery is equal to or larger than the affected artery. However, rebleeding after proximal clipping caused by reflux from the opposite vertebral artery has recently been reported.1,2,7,12) From this view point, trapping is the most reliable 
